SUMMARY This paper reports the indications for, and results of, excision of the large intestine with ileostomy in 73 patients with Crohn's colitis who have been followed for a mean of nine years since resection. Sixty-four of them are still alive and all but two of the survivors are now in good health.
The medical management of Crohn's colitis frequently fails to control symptoms (Howel-Jones, Lennard-Jones, and Lockhart-Mummery, 1966) and operative treatment either by defunctioning ileostomy or ileo-rectal anastomosis has not been entirely satisfactory (Burman, Cooke, and Williams, 1971) . Proctocolectomy with ileostomy has been claimed to be effective in restoring patients with severe disease to good health (Ritchie and LockhartMummery, 1973) but there is some doubt as to the incidence of recurrence of Crohn's disease after this operation. A 7% incidence is reported by Ritchie and Lockhart-Mummery (1973) from St Mark's Hospital and 11 % by De Dombal, Burton, and Goligher (1971) from Leeds. Nugent, Veidenheimer, Meissner, and Haggitt (1973) from the Lahey Clinic found only one recurrence (3.6 %) after general surgery and ileostomy in 28 patients followed for 10 to 15 years. Such reports seem to confirm early concepts that Crohn's disease could remain confined to the large bowel and that therefore low recurrence ' rates should follow excision of the colon (Wells, 1952; Brooke, 1959; Lockhart-Mummery and Morson, 1960) . In contrast, Korelitz, Present, Alpert, Marshak, and Janowitz (1972) have shown a 46% recurrence rate when Crohn's colitis was treated by excision with ileostomy. This paper reports the indication for, and results of, surgery in 73 patients having excisional surgery with ileostomy for Crohn's colitis between 1950 and 1972 and the incidence of recurrent disease, and includes a discussion of the factors which might explain the striking differences between the recurrence rates in this and other reported series.
Materials and Methods
The clinical, radiological, and pathological criteria for distinguishing ulcerative colitis and Crohn's colitis are identical to those of Lockhart-Mummery and Morson(1960and 1964 ) and ofLindner, Marshak, Wolf, and Janowitz (1963 Age at excisional surgery The mean age at the time of excisional surgery with ileostomy was 33-3 years. The incidence of recurrence compared with age at excisional surgery with ileostomy is shown in a cumulative recurrence graph for patients above and below the age of 40 at the time of excisional surgery and ileostomy (fig 4) . The younger group had both an initially higher incidence of recurrence and a higher annual incidence subsequently. Duration of disease before excisional surgery and ileostomy According to the interval between the onset of symptoms and the time of excisional surgery and ileostomy, the patients have been divided into four groups. The incidence of recurrence in each group five years after surgery is shown in figure 5 . All but one of these 19 are currently in good health; however, three of them have previously experienced such prolonged illness and hospital treatment that their overall course since ileostomy can hardly have been considered satisfactory, while eight (four with radiological recurrence) suffer minor disability from episodes of profuse ileostomy output and anaemia but are nevertheless considered to be in 20 good health because their symptoms are well conkTI0N trolled and they are at work.
Is
The other 45 are all well except one patient with wre an obsessional neurosis which antedates the onset of the Crohn's disease. Of the 64 survivors, 36 are taking supplements of potassium, iron, and folic acid, and eight are still receiving steroid therapy. Fifty patients (78 %) were within normal limits as regards haematological and biochemical status (haemoglobin > 12.0 g%; albumin > 4 g%; seromucoids < 150 mg%); 14 (22%) showed abnormality in one or more respects.
Discussion
One third of our patients with Crohn's disease of the large bowel were treated by excisional surgery with ileostomy. The operative mortality rate of 4.1 % is similar to that reported from other centres. De Dombal et al (1971) reported an operative mortality rate of 51 % (two deaths out of 39) and Ritchie and Lockhart-Mummery (1973) (Steinberg, Allan, Brooke, Cooke, and Alexander-Williams, 1974) .
Recurrent disease after excisional surgery with ileostomy has only previously been reported in the terminal ileum (Goligher, 1972; Ritchie and Lockhart-Mummery, 1973) whereas only 70% of our recurrences have occurred at this site. Our experience in finding evidence of recurrence in the upper intestine is unusual, five developing extensive small bowel disease, three jejunal lesions, and one a gastric lesion.
Careful consideration has been given to the diagnosis of non-specific prestomal ileitis (Turnbull, Weakley, and Farmer, 1964; Knill-Jones, Morson, and Williams, 1970) but none of our patients appeared to fulfil their criteria. Furthermore, many of those followed by Turnbull have subsequently shown a high incidence of recurrent Crohn's disease (Goligher, 1967) . In our view recurrent ileitis after excisional surgery is due to recurrent Crohn's disease irrespective of whether or not the ileum was initially involved.
In contrast to the experience of Nugent and colleagues (1973) and Glotzer, Gardner, Goldman, Hinnichs, Rosen, and Zetzel (1970) , 11 (48 %) of our 23 patients with recurrent disease presented a major management problem. Four died after an operation for recurrent disease; five had diffuse small bowel recurrence with systemic upset, and two with jejunal recurrence were complicated by abscess and fistulae. However, despite multipleoperations in some ofthem, the overall present health of the survivors is not as bad as that described by Korelitz et al (1972) who reported that only 45 % were well and that 191 were crippled by complications.
Our findings are in accordance with those of Kiefer, Marshall, and Brolsma (1951) and Fielding, Cooke, and Williams (1972) that the incidence of recurrence is related to the length of follow up. This may explain the difference from the study of De Dombal et al (1971) where the follow up period after panproctocolectomy for Crohn's colitis was short. Furthermore, Goligher (1972) only one year later reported further patients in this series who had developed recurrent Crohn's disease. The different recurrence rates in this and the reported series of Ritchie and Lockhart-Mummery (1973) are not so simply explained. However, the distribution of colonic disease was different as a large number of patients with predominantly leftsided colonic disease were seen at St Mark's Hospital compared with our series (table VI). Ritchie and Lockhart-Mummery (1973) state that the patients with distal colonic disease have a better overall prognosis following excision and ileostomy or colostomy. Our experience of a smaller group with left-sided colonic disease suggests that in general those patients with disease limited to the left colon have an equal risk of developing recurrence to those with diffuse colonic disease.
We found a much higher incidence of ileal involvement at the initial operation (53 %) compared with the'r series (30%). However, we did not find any significant difference in the recurrence rate whether or not the ileum was involved at the time of excisional surgery, nor can we support the contention of McGovern and Goulston (1968) that granulomatous colitis with involvement of the terminal ileum behaves in a more benign manner than if the disease is confined to the colon. De Dombal et al (1971) suggest that the younger the patient at the time of the first operation the greater the risk of recurrence and our results support this suggestion. This may explain the difference between the 33% recurrence rate in this series and the 7 % reported by Ritchie and Lockhart-Mummery (1973) with mean ages at operation of 31.5 years and 39 years respectively. Our findings do not support their view that recurrence was more likely to occur after a staged operation than after a panproctocolectomy. The apparent difference between the two series can best be explained by considering the length of follow up. Most of the staged procedures reported by Ritchie and Lockhart-Mummery (1973) were performed during the early years of their experience and have therefore been followed for a longer period with a greater risk of developing recurrence than those patients undergoing a one-stage panproctocolectomy.
Excisional surgery with ileostomy has proved an group.bmj.com on October 14, 2017 -Published by http://gut.bmj.com/ Downloaded from effective method of treating extensive Crohn's disease of the large bowel where medical management has been unsuccessful in controlling symptoms. The operation should not be undertaken lightly, for patients even with total colonic involvement may remain well for many years with conservative treatment alone (Allan, Steinberg, Williams, and Cooke, 1974) .
Unlike those patients with ulcerative colitis, excisional surgery with ileostomy for Crohn's disease cannot guarantee a cure but most patients remain in good health apart from a small group who experience transient episodes of ileostomy dysfunction. Nearly all those patients who have developed recurrent disease and undergone further resections have been restored to good health.
